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Available online xxxxCommon variable immunodeﬁciency (CVID) is a heterogeneous group of diseases, characterized by primary
hypogammaglobulinemia. B and T cell abnormalities have been described in CVID. Typical clinical features of
CVID are recurrent airway infections; lymphoproliferative, autoinﬂammatory, or neoplastic disorders; and autoim-
mune diseases amongwhich autoimmune thrombocytopenia (ITP) is themost common. The coexistence of immu-
nodeﬁciency and autoimmunity appears paradoxical, since one represents a hypoimmune state and the other a
hyperimmune state. Considering both innate and adaptive immune response abnormalities in CVID, it is easier to
understand the mechanisms that lead to a breakdown of self-tolerance. CD21low B cells derive from mature B
cells that have undergone chronic immune stimulation; they are increased in CVID patients. The expansion of
CD21low B cells is also observed in certain autoimmune diseases. We have studied CD21low B cells in patients with
CVID, CVID, and ITP and with ITP only. We observed a statistically signiﬁcant increase in the CD21low population
in the three pathological groups. Moreover, we found statistical differences between the two groups of CVID pa-
tients: patients with ITP had a higher percentage of CD21low cells. Our data suggest that CD21low cells are related
to autoimmunity and may represent a link between infection and autoimmunity.
© 2016 Elsevier B.V. All rights reserved.Keywords:
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Common variable immunodeﬁciency (CVID) is considered a hetero-
geneous group of primary immune deﬁciency diseases characterised by
reduced serum levels of IgG, IgA, and/or IgM, with decreased antibody
production and impaired antibody response to both polysaccharide
and protein antigens. Because of low antibody levels, most patients
have recurrent respiratory tract infections. The diagnosis of CVID is an
exclusion diagnosis: according to the ESD/PAGID criteria, CVID is con-
sidered probable in patients who have marked decrease in IgG levels
(at least 2 SD below the mean for patients' age) and marked decrease
of at least one of the isotypes IgM or IgA, plus (a) onset of immunodeﬁ-
ciency after 2 years of age, (b) absent isohemagglutinins and/or poor
response to vaccines, and (c) exclusion of other deﬁned causes of
hypogammaglobulinemia such as drugs, infections, malignancy, genetic
disease, protein loss, or hypercatabolism [1,2].
CVID is a rare disease even if it is the most common primary immu-
nodeﬁciency seen in clinical practice and this is the reason why it is
called “common.” Estimated CVID incidence in Europe and North
America ranges between 1:10,000 and 1:50,000 and the prevalence
ranges from 0.073 to 0.0977 living patients per 100,000 inhabitants
[3]. These data are underestimated because most physicians are not fa-
miliar with CVID, possibly because it is generally thought that primary
immunodeﬁciencies are more common in the paediatric age, whileFig. 1.Dysregulation of B cell development, autoimmunity and recurrent infections in CVID patients.
by infectious agents (see text for explanation).
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fourth decades of life. Moreover, CVID symptoms can be quite heteroge-
neous, inducing the patients to seek for different specialists in
otorynolaringology, respiratorymedicine, gastroenterology, rheumatol-
ogy, oncology, or others. On the other hand, in about 20% of patients, the
ﬁrstmanifestation of CVID is not represented by infection but by inﬂam-
matory, autoimmune, or neoplastic diseases, hence theword “variable.”
2. CVID and immune defects
The typical defect of CVID is the failure of B lymphocytes to differen-
tiate into switched memory B cells and into plasma cells [4] (Fig. 1).
During the different steps of their maturation, B cells circulate between
splenic follicles, lymph nodes, and bonemarrow, until they undergo ap-
optosis or are activated by an antigen. This allows naive B cells to com-
plete their maturation process to switched memory B cells. Many
causes, most of them unknown, can alter this complex process.
In the last 10 years, by genome association studies and genome or
exome sequencing techniques, researchers have identiﬁed several rare
monogenic disorders with a CVID-like phenotype. Defects have been
reported in the genes encoding for B cell antigen receptor associated
complex (CD19, CD81, and CD21) [5–7], CD20 [8], inducible co-
stimulator (ICOS) [9], B cells activating factor receptor (BAFF-R) [10],
and transmembrane activator calcium-modulator and cyclophilinPossible generation of CD21low B cells frommemory B cells following recurrent stimulation
common variable immunodeﬁciency (CVID), Autoimmun Rev (2016),
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identiﬁed in less than 15% of patients [12,13].
We have reported that centroblasts (IgM + IgD–CD23–CD27–B
cells) are increased in CVID patients, while switched memory (IgM–
IgD–CD23–CD27–) B cells are decreased suggesting that one of the
defects in B cell maturation in CVID patients lies at this step of B cell
maturation [14]. Moreover, alterations of the somatic hypermutation
process both in the Ig(V) regions and in the light chains have been
described in CVID, indicating alterations in B cell maturation in the
germinal center [15].
The reduction of switched memory B cells is associated with CVID,
although it is not speciﬁc since a low number of switched memory B
cells has also been found in other primary immunodeﬁciencies [16]. In-
terestingly, switched memory B cells develop in the germinal centre of
lymph-node in a T-dependent manner. Therefore, their reduction
could depend on functional defects in both B and T cells.
Several abnormalities of T cells have also been described in CVID in-
cluding oligoclonal expansion of CD8 + T cells, decreased numbers of
CD4 + T cells [17], T cells activation defects, apoptosis and anergy
[18], impaired prolipheration in response to mitogens [19], disruption
of CD4+ and CD8+ TCR repertoire, reduction of CD31+ recent thymic
emigrants CD4+ T cells [20], reduced expression of CD40L on activated
T cells, and low levels of IL-2mRNA [21].Moreover, T lymphocytes show
an impaired secretion of several solublemediators [22], whichmay con-
tribute to the B cell differentiation failure.
Finally, the frequency and suppressive function of regulatory T cells
(Tregs) are altered in CVID patients. The expression of FOXP3 protein
and also levels of inhibitory cytokines such as IL-10 are diminished in
CVID [23]. The decrease of Treg cells is more pronounced in CVID pa-
tients with a severe decrease of switchedmemory B cells and expansion
of CD21low B cells [24].
As far as the innate immune system concerns, some reports have
shown that dendritic cells present a severely altered differentiation,
maturation, function, and reduced levels of co-stimulatory molecules
that are critical for T cell activation [25]. Moreover, a peripheral
decreased number of natural killer cells [26] and monocytes alterations
directly correlatingwith T cell activationmarkers andwith B cell imbal-
ances have been reported in CVID [27].
3. CVID and infections
The typical symptoms of CVID are infections that may involve respi-
ratory, gastrointestinal, and genitourinary tracts. Among these, themain
clinical features are represented by upper and lower airway infections,
which contribute substantially to the costs of care in these patients
[28]. Approximately a half of CVID patients have at least one episode
of pneumonia and the other half have recurrent bronchitis, sinusitis,
and/or otitis.
Despite that immunoglobulin replacement therapy, which is the
gold standard therapy of CVID, is effective in reducing the risk of infec-
tions, susceptibility to infections remains variable [29].
With regard to the causative pathogens of acute infection, bacterial
infections are the most important and frequent, particularly those
caused by Streptococcus, Haemophilus, Moraxella catharralis, Neisseria
meningitides, and Staphylococcus. Viral infections, including Rhinovirus,
Herpes zoster, and Mycoplasma spp. infections can be more frequent
andmore persistent in CVID. Pathogens that are considered opportunis-
tic such as Pneumocystis and Cytomegalovirus are less frequent [30] but
are commonly observed in CVID patients with low levels of CD4+ T
cells.
When the lung infections are severe and occur repeatedly, two dis-
tinct patterns of chronic lung disease may develop: bronchiectasis and
interstitial lung disease. Clinically, bronchiectasis is deﬁned as perma-
nent abnormal dilatation of the airway in conjunction with persistent
or recurrent bronchial sepsis [31] and its prevalence in CVID varies
greatly between centres. Bronchiectasis is more likely to affect olderPlease cite this article as: Patuzzo G, et al, Autoimmunity and infection in
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T cell count lower than 700 cells per μl. By contrast, interstitial lung dis-
ease has been associated with increased CD4:CD8 T cell ratio, high IgM
concentration, and a history of autoimmune haemolytic anaemia or im-
mune thrombocytopenic purpura and tends to occur at younger age.
The typical pattern of interstitial lung disease in CVID is a generalised
diffuse reticular change, often with ground glass appearance at lower
lobes [32].
4. CVID and inﬂammation
Dysregulation of immune system and recurrent infections lead to
lymphoprolipheration and inﬂammatory diseases. From 8 to 20% of pa-
tients with CVID develop granulomatous inﬂammation. Virtually, any
organ can be involved, but the lung is a common site. Granulomatous
disease is frequently associated with interstitial lung disease and with
lymphocytic interstitial pneumonitis and follicular bronchiolitis [1,33].
An association between human Herpervirus type 8 infections and the
development of granulomatous and/or interstitial lung disease has
been proposed in a small group of CVIDpatients [34], but further studies
are required to better understand this association.
About half of patients with CVID has chronic diarrhoea with malab-
sorption and has histological ﬁndings suggestive of inﬂammatory bowel
disease. The most common abnormality is nodular lymphoid hyperpla-
sia, though there may be signiﬁcant lymphoid inﬁltration in the intesti-
nal lamina propria [1]. Unlike inﬂammatory bowel disease, lamina
propria lymphocytes from CVID patients are skewed toward the pro-
duction of Th1 pro-inﬂammatory cytokines such as IL-12 and INF-γ
[35]. The small bowel often presents as a celiac-like enteropathy
characterised by lymphocytic intraepithelial inﬁltration, shortness of
villi, and hyperplastic crypts. Celiac-speciﬁc antibodies are usually ab-
sent, and histological abnormalities are nonresponsive to gluten-free
diet [36].
Also, the liver may be involved in CVID. Hepatitis without evidence
of viral infection has been reported with increased blood levels of alka-
line phosphatase. Often, liver biopsy showsmild to moderate periportal
lymphocytes inﬁltration and cholestasis. Moreover, nodular regenera-
tive hyperplasia of the liver is present inmore than 80%of CVID patients,
who undergo liver biopsy [37].
5. CVID and autoimmune disease
The association between CVID and autoimmune diseases is well
recognised, since autoimmune diseases occur in approximately 20–
30% of patients with CVID. The coexistence of immunodeﬁciency and
autoimmunity appears paradoxical; while antibody production in re-
sponse to pathogens and vaccines is severely impaired or even lacking,
the generation of autoantibodies might, at the same time, be excessive.
Moreover, autoreactive B and T cells can be detected in patients with
CVID, even if speciﬁc response to antigens is impaired [37,38]. On the
other hand, considering that both innate and adaptive immune re-
sponse abnormalities occur in CVID, such as expansion of abnormal B
cell clones with altered trafﬁcking and effector functions, altered cyto-
kine expression and signalling, it is easier to understand the mecha-
nisms that lead to a breakdown of self-tolerance in CVID.
The most common autoimmune disease found in CVID patients is
immune thrombocytopenia (ITP) and autoimmune cytopenia. These
complications are frequently associated with splenomegaly; however,
hypersplenism is unable to completely explain this association and the
physiopathological link remains unclear [39]. It is important to under-
line that in more than 60% of CVID patients, the diagnosis of cytopenia
may precede by many years the detection of hypogammaglobulinemia
[40,41].
Other rheumatologic diseases, including polyarticular arthritis, like
rheumatoid arthritis, occur in 10–30% of patients with CVID. This
polyarthritis is distinct from rheumatoid arthritis because it is typicallycommon variable immunodeﬁciency (CVID), Autoimmun Rev (2016),
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frequently.
A wide spectrum of additional systemic and organ-speciﬁc au-
toimmune diseases, including systemic lupus erythematosus, per-
nicious anaemia, antiphospholipid syndrome, multiple sclerosis,
Sjögren syndrome, psoriasis, thyroiditis, uveitis, vasculitis, and primary
biliary cirrhosis has also been reported in CVID [37,38,42].
6. CVID, a crossroad between infection, inﬂammation,
and autoimmunity
The understanding of the relationship among infections, autoimmu-
nity, and inﬂammation is an interesting challenge for researchers. From
this point of view, primary immunodeﬁciencies could help us to better
understand the link between infections and autoimmunity.
The granulomas in CVID are sarcoid-like lesions. For this reason,
some authors suggested that granulomatous disease in CVID is an atyp-
ical presentation of sarcoidosis on the genetic background of immuno-
deﬁciency. On the other hand, the immunodeﬁciency can lead to a
dysregulated immune response to an unknown infectious agent,
resulting in a diffuse granulomatous reaction [33], suggesting the likeli-
hood of an infection as the original trigger. We have mentioned above
the association between Human Herpesvirus type 8 infection and granu-
lomatous disease; moreover, a case of CVID with granulomatous and
lymphoproliferative disease following an acute Toxoplasma gondii infec-
tion has been reported [43]. However, a systematic association of gran-
ulomatous lesion in CVID with particular infections has never been
reported. Overall, the pathogenesis of both sarcoidosis and granuloma-
tous lesion in CVID are not well understood; therefore, the relationship
among immunodeﬁciency, infection, and granuloma formation remains
elusive.
Recent studies have reported the involvement of human cytomega-
lovirus (HCMV) infection in the pathogenesis of chronic inﬂammation
in CVID. The prevalence of HCMV infection ranges between 40 and
95% in the general population, depending on ethnic and socioeconomic
conditions. Usually, infection in immunocompetent individuals pro-
ceeds without clinical manifestations. In immunocompromised pa-
tients, such as CVID patients, after the primary infection, virus can
persist in the host and interfere with innate and adaptive immunity,
with a pro-inﬂammatory effect [44]. Despite some alterations in T cell
phenotype and function, CVID patients have a strong CD8+ T cell re-
sponse to HCMV. Patients with evidence of HCMV exposure show a
higher prevalence of inﬂammatory disease compared with non-
exposed subjects. Furthermore, HCMV-speciﬁc CD8+ T cells are elevat-
ed in patients with CVID and inﬂammatory disease. Taken together,
these ﬁndings strengthen the hypothesis that the combination between
HCMV replication and excessive HCMV-speciﬁc CD8+ T cell response
leads to inﬂammatory disease [45]. On the other hand, HCMV infection
may be involved in the pathogenesis of some autoimmune diseases,
such as systemic sclerosis, systemic lupus erythematosus, rheumatoid
arthritis, and vasculitides, by molecular mimicry and bystander activa-
tion. Beside HCMV infection, many viruses, such as Epstein Barr Virus,
and other infectious agents, such as Salmonella spp., Staphylococcus
aureus, Streptococcus pyogenes, Mycoplasma spp., Giardia lamblia, may
trigger an autoimmune response and eventually an autoimmune
disease and all these pathogens are a frequent cause of infections in
CVID patients.
If we consider together the immune abnormalities, the recurrent in-
fections, and the chronic inﬂammation, it is easier to understand why
autoimmunity and immunodeﬁciency can coexist.
7. CD21low B cells, an elusive B cells population
Complement receptor type 2 (CD21) is expressed on B cells [46], fol-
licular dendritic cells, thymocytes, and on a subset of peripheral T cells
[47]. CD21 binds complement fragments C3d, C3dg, and iC3b that arePlease cite this article as: Patuzzo G, et al, Autoimmunity and infection in
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Fc-receptor for IgE and INF-α [48]. On B cells, CD21 forms a complex to-
gether with CD19 and CD81, which functions as a co-receptor for BCR.
After stimulation of CD21 and BCR, the threshold of B cells activation
is reduced. Therefore, CD21 functions as a bridge between the co-
receptor complex and the BCR [49].
The surface expression of CD21 on B cells depends on thematuration
stage of the cells. The majority of circulating B lymphocytes, including
naive and memory B cells, express CD21, whereas plasmablasts and
plasma cells lack or express low levels of CD21 [48].
Little is known about CD21low B cells. Probably this cell subset de-
velops from memory B-lymphocytes, because most of these cells are
switched and their BCRs contain SHM. Moreover they express surface
activationmarkers, such as CD69, CD80, and CD86, and have high levels
of mRNA encoding the homing chemokine receptors CCR1, CCR5, CCR6.
In vitro CD21low B cells show poor proliferative capacity upon BCR stim-
ulation; however, they respond to a combination of IL-2, IL-10, and
CD40L. The expansion of CD21low B cells clone is observed in some
chronic infections, including HIV, hepatitis C virus, CMV, and Plasmodi-
um spp. infection. In all these conditions, the increase of CD21low B
cells population is related to the duration of infection and to viremia.
A B cells population with characteristics similar to CD21low B cells is
described in tonsils, where B lymphocytes are constantly exposed to
foreign antigens. Taken together, these data suggest that CD21low
B cells derive from memory B cells or plasma cells after chronic
stimulation.
CD21low B cells have been described also in some autoimmune dis-
ease, such as systemic lupus eritematous, Sjögren syndrome, and rheu-
matoid arthritis [48]. Moreover, the frequency of CD21low B cells is
increased in CVID patients and correlate with splenomegaly and auto-
immunity [50].
Although CD21low B cells have been studied in several diseases, little
is known about their functions and data from the literature are contra-
dictory [51,52]. CD21low B cells appear to be in an activated state but at
the same timeexpress several inhibitory receptors. They do not prolifer-
ate in response to BCR triggering and are also prone to undergo apopto-
sis faster than CD21+B cells do, suggesting a shorter half-life. However,
these cells are able to respond to other stimuli and interact with other
cells such as T lymphocytes subsets and/or innate immune cells, either
through cell–cell contact or in response to cytokines. Moreover,
CD21low B cells may be enriched in autoreactive clones [52].
Accordingwith other studies [50], we have previously observed that
CD21low B cells are increased in CVID patients.
We therefore wanted to evaluate the levels of CD21low B cells in
patients with CVID and autoimmune thrombocytopenia, the most com-
mon autoimmune manifestation in CVID patients to better clarify the
role of this speciﬁc B cell subset in a situation characterized by
immunedeﬁciency, recurrent infections, and autoimmunity.8. Materials and methods
8.1. Patients
We studied a cohort of 10 patients (2males and 8 females,mean age
44.8 ± 12 years) affected by CVID and autoimmune trombocytopenia,
attending the Unit of Clinical Immunology at the University Hospital
of Verona. We also enrolled 10 patients with idiopathic autoimmune
thrombocytopenia, 10 patients with CVID without autoimmune dis-
eases, and 10 healthy controls. All patients with CVID fulﬁlled the
ESID/PAGID criteria for the diagnosis of the disease. At enrolment,
none of the patients had active infection or was affected by malig-
nancies. Moreover, none was treated with antineoplastic or immu-
nosuppressive drugs. All the patients affected by CVID were treated
with regular monthly infusion of immunoglobulins at the dose of
0.4 g/kg.common variable immunodeﬁciency (CVID), Autoimmun Rev (2016),
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Blood was collected in tubes containing citrate. One hundred μL of
whole blood was transferred in a 5 mL tube, lysed with ipertonic
solution to deplete red cells, and washed with PBS at 1200 rpm for
5 min. Cells were then incubated with PE anti-CD21 and APC anti-
CD19 monoclonal antibodies (Becton Dickinson, San Jose, CA, USA) for
30 min at 4 °C in the darkroom. Cells were washed again with PBS,
and 100 μL of Perfect-count Microspheres (Cytognos, Salamanca,
E) were added in order to calculate absolute cell number. Samples
were ﬁnally acquired on a FACSCanto II cytometer (Becton Dickinson)
and data analysed by FlowJo 9.7.6 software (Tree Star, Ashland, OR,
USA).
8.3. Statistical analysis
The signiﬁcance of differences was assessed by Student's t-test and
was performed using GraphPad Prism version 5 (GraphPad Software
Inc., La Jolla, CA, USA). A difference between groups with a p b 0.05
was considered statistically signiﬁcant.
9. Results
9.1. CD21low population.
We observed a statistically signiﬁcant increase in CD21low popula-
tion percentage in the three pathological groups if compared with that
of the healthy donors. Moreover, we found statistical differences be-
tween the two groups of patient affected by CVID, with patients affected
also by autoimmune thrombocytopenia displaying a higher percentage
of CD21low population.
No signiﬁcant differences were observed between patients affected
by CVID and those affected by autoimmune thrombocytopenia and
also between the two groups of patients affected by autoimmune
thrombocytopenia (Fig. 2).
10. Discussion
CD21low B cells possibly develop frommemory B cells that have un-
dergone chronic stimulation. In CVID patients, the chronic stimulation is
due to recurrent infections; therefore, it is not surprisingwhy there is an
expansion of CD21low B cells in this disease. An increased number of
CD21low B cells is observed in some autoimmune diseases, such as
Sjögren's syndrome and systemic lupus eritematous, even if the role of
CD21low B cells in the development of autoimmunity is still unclear.
The data available so far suggest that CD21low characterises a particular
B cells subset that may represent a link between infection and
autoimmunity.Fig. 2. Evaluation of CD21low B cells percentage in the four groups analysed. Differenceswere
found between controls and CVID patients (p = 0.05); controls and ITP patients (p =
0.034); CVID and CVID + ITP patients (p = 0.046); controls and CVID + ITP patients
(p = 0.006).
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clinical manifestations but do not clarify whether they play a role in
favouring autoimmunity orwhether they are an epiphenomen. The pro-
found immune dysregulation and the recurrent stimulation of immune
system due to recurrent infections in CVID patients may cause ex-
pansion of B cells subsets with autoimmune features or allow them
to escape normal regulatory controls, which are able to eliminate
the autoimmune clones. Conﬂicting data are reported in literature:
one hypothesis suggests that CD21low cell population is characterised
by autoreactive clone subsets [52], while another one considers
CD21low cells as anergic and prone to apoptosis [53]. Our aim is to clarify
this discrepancy by sorting CD21low cells and evaluate their ability to
produce (auto)antibodies upon appropriate stimuli.Take-home messages
• The association between CVID and autoimmune diseases is well
known, since autoimmune diseases occur approximately in 20–30%
of patients affected by CVID.
• The most common autoimmune diseases found in CVID patients are
autoimmune thrombocytopenia and autoimmune cytopenia, but
rheumatoid arthritis, systemic lupus erythematosus, Sjögren syn-
drome, and primary biliary cirrhosis have also been reported.
• In the presence of autoimmune thrombocytopenia or other systemic
autoimmune or chronic inﬂammatory diseases, screening for
hypogammaglobulinemia is strongly recommended.
• Conversely, screening for autoimmune and chronic inﬂammatory
diseases is recommended in patients with CVID.
• B and T cells abnormalitiesmay contribute to development of autoim-
munity in CVID patients.
• CD21low B cells are related with autoimmune manifestation and may
represent a junction ring between infection and autoimmunity.References
[1] Knight AK, Cunningham-Rundles C. Inﬂammatory and autoimmune clomplications
of common variable immunodeﬁciency. Autoimmun Rev 2006;5(2):156–9.
[2] Salzer U, Unger S, Warnatz K. Common variable immunodeﬁciency (CVID): explor-
ing the multiple dimensions of a heterogeneous disease. Ann N Y Acad Sci 2012;
1250:41–9.
[3] Gathmann B, Binder N, Ehl S, Kindle G. The European internet-based patient and
research database for primary immunodeﬁciencies: update 2011. Clin Exp Immunol
2012;167(3):479–91.
[4] Resnick ES, Cunningham-Rundles C. The many faces of the clinical picture of
common variable immune deﬁciency. Curr Opin Allergy Clin Immunol 2012;12:
595–601.
[5] van ZelmMC, Reisli I, van der Burg M, Castaño D, van Noesel CJM, van Tol MJD, et al.
An antibody-deﬁciency syndrome due to mutations in the CD19 gene. N Engl J Med
2006;354(18):1901–12.
[6] van ZelmMC, Smet J, Adams B, Mascart F, Schandené L, Janssen F, et al. CD81 gene de-
fect in humans disrupts CD19 complex formation and leads to antibody deﬁciency. J
Clin Invest 2010;120(4):1265–74.
[7] Thiel J, Kimmig L, Salzer U, Grudzien M, Lebrecht D, Hagena T, et al. Genetic CD21
deﬁciency is associated with hypogammaglobulinemia. J Allergy Clin Immunol
2012;129(3):801–810.e6.
[8] Kuijpers TW, Bende RJ, Baars PA, Grummels A, Derks IAM, Dolman KM, et al. CD20
deﬁciency in humans results in impaired T cell-independent antibody responses. J
Clin Invest 2010;120(1):214–22.
[9] Bossaller L, Burger J, Draeger R, Grimbacher B, Knoth R, Plebani A, et al. ICOS
deﬁciency is associated with a severe reduction of CXCR5 + CD4 germinal center
Th cells. J Immunol 2006;177(7):4927–32.
[10] Warnatz K, Salzer U, Rizzi M, Fischer B, Gutenberger S, Böhm J, et al. B-cell activating
factor receptor deﬁciency is associated with an adult-onset antibody deﬁciency syn-
drome in humans. Proc Natl Acad Sci 2009;106(33):13945–50.
[11] Zhang L, Radigan L, Salzer U, Behrens TW, Grimbacher B, Diaz G, et al. Transmem-
brane activator and calcium-modulating cyclophilin ligand interactor mutations in
common variable immunodeﬁciency: clinical and immunologic outcomes in hetero-
zygotes. J Allergy Clin Immunol 2007;120(5):1178–85.
[12] Goldacker S, Warnatz K. Tackling the heterogeneity of CVID. Curr Opin Allergy Clin
Immunol 2005;5(6):504–9.
[13] Bacchelli C, Buckridge S, Thrasher AJ, Gaspar HB. Translational mini-review series on
immunodeﬁciency: molecular defects in common variable immunodeﬁciency. Clin
Exp Immunol 2007;149(3):401–9.
[14] Patuzzo G, Mazzi F, Vella A, Ortolani R, Barbieri A, Tinazzi E, et al.
Immunophenotypic analysis of B lymphocytes in patients with common variablecommon variable immunodeﬁciency (CVID), Autoimmun Rev (2016),
6 G. Patuzzo et al. / Autoimmunity Reviews xxx (2016) xxx–xxximmunodeﬁciency: identiﬁcation of CD23 as a useful marker in the deﬁnition of the
disease. ISRN Immunol 2013 [ID 512527].
[15] Tangye SG, Good KL. Human IgM + CD27 + B cells: memory B cells or “memory” B
cells?”. J Immunol 2007;179(1):13–9.
[16] Alzer U, Unger S,Warnatz K. Common variable immunodeﬁciency (CVID): exploring
the multiple dimensions of a heterogeneous disease. Ann N Y Acad Sci 2012;1250:
41–9.
[17] Bateman EA, Ayers L, Sadler R, Lucas M, Roberts C, et al. T cell phenotypes in patients
with common variable immunodeﬁciency disorders: associations with clinical phe-
notypes in comparison with other groups with recurrent infections. Clin Exp
Immunol 2012;170:202–11.
[18] Di RenzoM, Zhou Z, George I, Becker K, Cunningham-Rundles C. Enhanced apoptosis
of T cells in common variable immunodeﬁciency (CVID): role of defective CD28 co-
stimulation. Clin Exp Immunol 2000;120(3):503–11.
[19] North ME, Webster AD, Farrant J. Defects in proliferative responses of T cells from
patients with common variable immunodeﬁciency on direct activation of protein
kinase C. Clin Exp Immunol 1991;85(2):198–201.
[20] Giovannetti A, Pierdominici M, Mazzetta F, Marziali M, Renzi C, Mileo AM, et al.
Unravelling the complexity of T cell abnormalities in common variable immunode-
ﬁciency. J Immunol 2007;178(6):3932–43.
[21] Farrington M, Grosmaire LS, Nonoyama S, Fischer SH, Hollenbaugh D, Ledbetter JA,
et al. CD40 ligand expression is defective in a subset of patients with common
variable immunode- ﬁciency. Proc Natl Acad Sci U S A 1994;91(3):1099–103.
[22] Ferrer JM, Iglesias J, Hernandez M, Matamoros N. Alterations in interleukin secretion
(IL-2 and IL-4) by CD4 and CD4 CD45RO cells from common variable immunodeﬁ-
ciency (CVID) patients. Clin Exp Immunol 1995;102:286–9.
[23] Nargess A, Abbas M, Mahmood JT, Hassan A, Bamdad S, Babak M, et al. Evaluation of
CD4 + CD25 + FOXP3+ regulatory T cells function in patients with common vari-
able immunodeﬁciency. Cell Immunol 2013;281:129–33.
[24] Horn J, Manguiat A, Berglund LJ, Knerr V, Tahami F, Grimbacher B, et al. Decrease in
phenotypic regulatory T cells in subsets of patients with common variable immuno-
deﬁciency. Clin Exp Immunol 2009;156(3):446–54.
[25] Bayry J, Lacroix-Desmazes S, Kazatchkine MD. Common variable immunodeﬁciency
is associated with defective functions of dendritic cells. Blood 2004;104:2441–3.
[26] Carvalho KI, Melo KM, Bruno FR. Skewed distribution of circulating activated natural
killer T (NKT) cells in patients with common variable immunodeﬁciency disorders
(CVID). PLoS One 2010;5(9):e12652.
[27] Barbosa RR, Silva SP, Silva SL. Monocyte activation is a feature of common variable
immunodeﬁciency irrespective of plasma lipopolysaccharide levels. Clin Exp
Immunol 2012;169(3):263–72.
[28] Menzin J, Sussman M, Munsell M, Zbrozek A. Economic impact of nfections among
patients with primary immunodeﬁciency receiving IVIG therapy. Clinicoecon Out-
comes 2002;109:297–302.
[29] Quinti I, Soresina A, Guerra A, the IPINET Investigators. Effectiveness of immuno-
globulins replacement therapy on clinical outcome in patients with primary anti-
body deﬁciencies: results from a multicenter prospective cohort study. J Clin
Immunol 2011;31:315–22.
[30] Kainulainen L, Vuorinen T, Rantakokko-Jalava K, Osterback R, Ruuskanen O. Recur-
rent and persistent respiratory tract viral infections in patients with primary
hypogammaglobulinemia. J Allergy Clin Immunol 2010;126:120–6.
[31] Pasteur MC, Bilton D, Hill AT, the British Thoracic Society Bronchiectasis non-CF
Guideline group. British Thoracic Society guideline for non-CF bronchiectasis. Tho-
rax 2010;65(Suppl. 1):i1–58.
[32] Verma N, Grimbacher B, Hurst J. Lung disease in primary antibody deﬁciency. Lancet
Respir Med 2015;3:651–60.
[33] Ardeniz O, Cunningham-Rundles C. Granulomatous disease in common variable
immunodeﬁciency. Clin Immunol 2009;133(2):198–207.
[34] Wheat WH, Cool CD, Morimoto Y, Rai PR, Kirkpatrick CH, Lindenbaum BA, et al.
Possible role of human herpesvirus 8 in the lymphoproliferative disorders in com-
mon variable immunodeﬁciency. J Exp Med 2005;202(4):479–84.Please cite this article as: Patuzzo G, et al, Autoimmunity and infection in
http://dx.doi.org/10.1016/j.autrev.2016.07.011[35] Mannon PJ, Fuss IJ, Dill S, Friend J, Groden C, Hornung R, et al. Excess IL-12 but not IL-
23 accompanies the inﬂammatory bowel disease associated with common variable
immunodeﬁciency. Gastroenterology 2006;131(3):748–56.
[36] Yong PFK, Thaventhiran JED, Grimbacher B. “A rose is a rose is a rose” but CVID is not
CVID common variable immune deﬁciency (CVID), what do we know in 2011? Adv
Immunol 2011;111:47–107.
[37] Baldovino S, Montin D, Martino S, Sciascia S, Menegatti E, Roccatello D. Common
variable immunodeﬁciency: crossroads between infections, inﬂammation and auto-
immunity. Autoimmun Rev 2013;12:796–801.
[38] Xiao X, Miao Q, Chang C, Gershwin ME, Ma X. Common variable immunodeﬁciency
and autoimmunity – an incovenient truth. Autoimmun Rev 2014;13:858–64.
[39] Boileau J, Mouillot G, Gérard L, Carmagnat M, Rabian C, Oksenhendler E, et al. Auto-
immunity in common variable immunodeﬁciency: correlation with lymphocyte
phenotype in the French DEFI study. J Autoimmun 2011;36(1):25–32.
[40] Pituch-Noworolska A, Siedlar M, Kowalczyk D, Szaﬂarska A, Błaut-Szlósarczyk A,
Zwonarz K. Thrombocytopenia in common variable immunodeﬁciency patients –
clinical course, management, and effect of immunoglobulins. Cent Eur J Immunol
2015;40(1):83–90.
[41] Michel M, Chanet V, Galicier L, Ruivard M, Levy Y, Hermine O, et al. Autoimmune
thrombocytopenic purpura and common variable immunodeﬁciency: analysis of
21 cases and review of the literature. Medicine (Baltimore) 2004;83(4):254–63.
[42] Saiﬁ M, Wysocki CA. Autoimmune disease in prymary immunodeﬁciency. At the
crossroad of anti-infective immunity and self-tolerance. Immunol Allergy Clin N
Am 2015;35:731–52.
[43] Mrusek S, Marx A, Kummerle-Deschner J, Tzaribachev N, Enders A, Riede UN, et al.
Development of granulomatous common variable immunodeﬁciency subsequent
to infection with Toxoplasma gondii. Clin Exp Immunol 2004;137(3):578–83.
[44] Dolcino M, Puccetti A, Barbieri A, Bason C, Tinazzi E, Ottria A, et al. Infections and au-
toimmunity: role of human cytomegalovirus in autoimmune endothelial cell dam-
age. Lupus 2015;24:419–32.
[45] Marashi SM, Raeiszadeh M, Workman S, Rahbar A, Soderberg-Naucler C, Klenerman
P, et al. Inﬂammation in common variable immunodeﬁciency is associated with a
distinct CD8(+) response to cytomegalovirus. J Allergy Clin Immunol Giu 2011;
127(6):1385–1393.e4.
[46] Nadler LM, Stashenko P, Hardy R, van Agthoven A, Terhorst C, Schlossman SF. Char-
acterization of a human B cell-speciﬁc antigen (B2) distinct from B1. J Immunol
1981;126:1941–7.
[47] Fischer E, Delibrias C, Kazatchkine MD. Expression of CR2 (the C3dg/EBV receptor,
CD21) on normal human peripheral blood T lymphocytes. J Immunol 1991;146:
865–9.
[48] Thorarinsdottir K, Camponeschi A, Gjertsson I, Martensson IL. CD21−/low B cells: a
snapshot of a unique B cell subset in health and disease. Scand J Immunol 2015;82:
254–61.
[49] Cherukuri A, Cheng PC, Pierce SK. The role of the CD19/CD21 complex in B cell pro-
cessing and presentation of complement-tagged antigens. J Immunol 2001;167:
163–72.
[50] Warnatz K, Wehr C, Drager R, Schmidt S, Eibel H, Schlesier M, et al. Expansion of
CD19(hi)CD21(lo/neg) B cells in common variable immunodeﬁciency (CVID) pa-
tients with autoimmune cytopenia. Immunobiology 2002;206:502–13.
[51] Rakhmanov M, Keller B, Gutenberger S, Foerster C, Hoenig M, Driessend G, et al. Cir-
culating CD21low B cells in common variable immunodeﬁciency resemble tissue
homing, innate-like B cells. PNAS 2009;106(32):13451–6.
[52] Isnardi I, Ng YS, Menard L, Meyers G, Saadoun D, Srdanovic I, et al. Complement re-
ceptor 2/CD21− human naive B cells contain mostly autoreactive unresponsive
clones. Blood 2010;115(24):5026–36.
[53] Mitrevski M, Marrapodi R, Camponeschi A, Cavaliere FM, Lazzeri C, Todi L, et al. In-
travenous Immunoglobulin and Immunomodulation of B cells - in vitro and in vivo
Effects. Front Immunol 2015;22(6) [4 eCollection].common variable immunodeﬁciency (CVID), Autoimmun Rev (2016),
